In this paper workers' evaluations of various types of doctor-worker encounters in occupational health (the open consultation hour, required visits after absence from work and visits for periodic medical examination) are described and explored. The aim was a better understanding of the consultation processes and its determinants in the field of occupational health. Semistructured interviews were conducted in a sample of 313 employees. Quantitative and qualitative analyses were carried out in order to explain the variations in the outcome parameters. The quantitative analysis showed that workers' evaluation of their encounter with the occupational physician was rather indeterminate and only correlated positively with the variable 'meeting workers' expectations'. The qualitative analysis generated a classification of the variety of workers' expectations. In the Role Differentiation Model this classification of workers' expectations is related to three specific role aspects: the expert-, the counsellor-and the mediator-role aspect. The model assumes that the occupational physician should be able perform the behavioural requirements of these role aspects, in order to meet the expectations of the workers in various situations. The Role Differentiation Model is a hypothetical model, partly based on the outcome of the study, which explains the variation in workers' evaluations and could also be used to develop practice guidelines.
INTRODUCTION
Patient satisfaction is an important indicator of the quality of the consultation process in medicine. 1 It has been extensively studied, especially in the field of general practice. The main determinants appear to be: affective behaviour of the physician, provision of information and meeting of patient's expectations. 2 Patient satisfaction showed hardly any relationship to the quality of the professional-instrumental behaviour of the physician as assessed by colleagues; 3 however, it is an important prerequisite for the efficacy of the services: patient satisfaction is strongly associated with patients' compliance with therapy and recommendations made by the therapist and with the willingness of the patient to provide information. Surprisingly, hardly any substantial research on the doctor-patient relationship has been carried out in the field of occupational health 5 since, just in this field, there are specific factors that obviously affect the doctorpatient relationship negatively: the lack of a free doctor choice, the double loyalty of the occupational physician who works under authority of the company but also has an obligation to individual patients 6 ' 7 and, as a consequence of this, workers attend for work requirements, not as a result of their own initiative.
AIMS AND OBJECTIVES
The object of this study was to achieve a better understanding of the consultation processes jn the field of occupational health. The first objective was to describe employees' evaluation of their most recent visit to the occupational physician in their company during the last year. The following types of worker-doctor encounters were discerned: the open consultation hour, required visits after absence from work and visits for periodic medical examination. These encounters between occupational physician and employees refer to activities that legally should be provided by every OHS in The Netherlands.
The second objective was to search for explanations of employees' evaluation of the doctor-worker encounters. Therefore statistical associations were calculated between the evaluation scores and the following independent variables: employees' judgement of the occupational physician (on the following aspects: medical expertise; understanding workers; being informed about work, working conditions and health risks; influence in the company), the reason for and intervention during the visit (not obtained for visits for periodic medical examinations) and workers' expectations of visits. Qualitative analysis was conducted on the clarification employees gave for their evaluation of the doctor-worker encounter, as written down literally by the interviewer.
MATERIALS AND METHODS
Data were collected in three different Dutch companies which differed with respect to size (3,478, 2,618 and 443 workers), type of OHS (corporate OHS in which the staff has the status of employee, or combined OHS in which the staff operates as an external adviser) and branch (metallurgic, chemical, textile). In each company, three or four categories of workers were defined on the basis of type of work and working conditions (for example in the chemical company: production, maintenance and research and development). From these categories, one or two 'functional units' (i.e., a group of employees working under one supervisor) were selected at random. All employees of a selected unit, from work-floor to the highest management level, were included in the study and invited for an interview. In addition to employees from the functional units, a number of employees were selected from files of workers with partial disabilities or at least 30 days absence during the previous year; they were considered to have had more experience with workrelated health problems which might affect their utilization and evaluation of the OHS. The category of workers selected in this way represented approximately 30% of the samples in each company. The sample characterizes the variation in health status and working conditions in the companies included in the study. The response rate was over 90% in each company. More details about the sample procedure have been published elsewhere. 6 In total, 313 semistructured interviews were completed. Of the 313 workers interviewed, 141 reported a visit during the open consultation hour of the occupational health service in their company in the year before the interview; 55 were requested to attend the OHS because of absence from work and 90 participated in a periodic medical examination organized by the OHS. The visit was then evaluated with the question: 'Were you satisfied with this visit? (positive, moderate, negative). Clarifications given to this question which could not be classified in the pre-scheduled categories were written out and analysed as qualitative data. Table 1 shows workers' evaluation of different types of encounters: 64.5% gave a positive evaluation of the visits brought on their own initiative to the open consultation hour. The required visits after absence were evaluated less positively; half of these workers gave a negative evaluation. The visits to the occupational physician for periodic medical examination were evaluated most positively: 73.3% were satisfied with this type of visit.
RESULTS

Workers' evaluation
Significant differences in workers' evaluations were found for different types of impairments or requests representing the reason for the visit (Anova p < 0.01): 82% of interviewed workers were satisfied if they came to the occupational physician because of an acute impairment (injuries or minor ailments), while only 45% of those who came for other non-acute impairments (more chronic or work-related) were satisfied. Visitors to periodic medical examination who claimed to have had no health problem at the time of their visit, evaluated their visit more positively as compared with those who reported having a health problem (76.5% and 63.3%). Moreover and not surprisingly, workers' evaluations of the encounter with the occupational physician were statistically significantly more positive if the result met the expectations of the worker. This was found for spontaneous visits (Kendall = 0.36, p < 0.01), for required visits (Kendall = 0.31, p < 0.01) and for periodic medical examinations (Kendall = 0.54, p < 0.01). However, as shown more extensively in the next section, expectations diverged considerably. The higher association for periodic medical examinations might be explained by the fact that the expectations concerning this type of encounter are rather global ('If it does not help it does not harm'; 'lowering uncertainty') and relatively easy to fulfil. The relatively low association with the required visits can be attributed to the fact that workers often did not have any expectation at all or thought that the encounter had no advantage for them personally, while others considered it reasonable that the doctor would want to be informed about their illness (see section B, Table 2 ). In contrast to what was found in studies regarding the doctor-patient relationship in general practice, there was neither a significant association with workers' satisfaction and their judgement of the affective behaviour of the occupational physician (Kendall p < 0.05) (here measured as workers' perception of the ability of the occupational physician to understand workers) or with the workers general attitude towards the occupational physician (measured on the aspects medical expertise, being informed about work, working conditions and health risks and perceived influence in the company). Only the scores for the question 'Do you trust the occupational physician?', corresponded with the evaluation of the periodic medical examination (Kendall = 0.27, p < 0.05). All associations were controlled for the variable 'company' which did not change the statistical significance or direction of correlations as reported. This implies that company or OHS-characteristics do not have a direct effect on the correlates of workers' evaluation of their encounter with the occupational physician.
Qualitative analysis
An analysis on qualitative data was carried out to explain the apparently large variation in workers' evaluations of their encounters with the occupational physician. Qualitative data focus on 'ordinary events in natural settings' and 'are fundamentally well suited for locating the meanings people place on events'. 8 Qualitative data are presented in Table 2 which contains a selection of the literally formulated judgements of workers which often imply a clarification as well as an expectation of the encounter. For each type of encounter, an equal number of positive and negative judgement quotations has been chosen. By comparing the cases, a conceptual (theory) centred approach was adopted in order to identify common factors that could explain the variety in evaluations. The first step in the analysis was a comparison of the positive and negative judgements for each section in Table 2 ; this indicated that fulfilment of the expectation was the main predictor of the judgement. In the next step the various expectations were compared and interpreted; expectations varied for each type of encounter.
This variation is covered in the following classification of workers' expectations of their encounters with the occupational physician.
Medical intervention for specific impairments. Quotation a.a.l in Table 2 can be classified in this category. There was a limited, clearly described medical impairment (infection in the ear) and the patient was looking for effective treatment; the patient was satisfied because he got what he expected. In quotations a.b.l, a.b.2 and a.b.3 the expectation was also to receive treatment for a specific limited impairment, but in these cases the expectations were not fulfilled and the evaluation was therefore negative.
Supportive intervention, including recognition and supplying additional information to quiet patient's uncertainty, unrest or anxiety about symptoms when a specific diagnosis cannot be made. Quotation a.a.3 can be classified in this category: the employee was satisfied because he felt relieved after the visit since he had worried about symptoms; so also was the employee in quotation a.a.2 who was afraid he would not be able to play football any more, and so were the employees in quotations c.a.l and c.a. Work-directed interventions such as assessments or advice regarding work ability and health risks. Quotation a.a.4 belongs to this category because the employee received support for a privilege (eating in working time) that he obviously was not able to acquire himself. The same occurred in quotation b.a.2, while in c.a.2 and c.a.3 the workers feared health risks from their work and thought these risks were monitored by the periodic medical examinations. If work-related interventions were not considered to be effective or did not take place as expected, evaluations were negative as in quotations b.b.4, c.b.l and c.b,3. If the employee had no specific expectation of the visit and was required to visit the occupational physician, the case was also classified in the category 'work-directed interventions'. For the most part, the reason for requesting attendance was simply to assess work ability and to eventually find work that fits the absent worker. Workers who felt that this was a justifiable motive for being requested to attend the OHS, evaluated the encounter with the occupational physician positively (quotation b.a.l and b.a.4), while those who did not feel that the motive was justifiable evaluated the encounter negatively (b. b.1-3) . If the workers themselves do not have a motive for going to the occupational physician and the reason for being requested is not clear, they might become suspicious, start speculating about the reasons and evaluate the encounter negatively.
Generally workers' expectations correspond with a specific type of impairment that represents the reasons for the doctor-worker encounter: medical interventions are expected for specific medical impairments, supportive intervention for non-specific impairments and at least work-directed interventions for impairments that are supposed to be work-related.
The role differentiation model
The most plausible explanation for the greater variability of evaluations of doctor-patient encounters in occupational health as compared with the field of the general practice, could be the more complex professional role the occupational physician has to perform which implies a larger variety of expectations of him. If this assumption is true, it implies the necessity of the greater behavioural repertoire of the occupational physician which is expressed in the Role Differentiation Model, as presented in Table 3 . In this model three fundamental role aspects are included: the role of an expert, counsellor and mediator. These role aspects are derived from the classification of workers' expectations and corresponding impairments.
• In cases of an acute, specific impairment when a medical intervention is expected by the patient, the instrumental behavioural aspects are decisive for workers' evaluation of the encounter. The occupational physician is primarily approached and evaluated as an medical expert.
• If a worker fears the impact of an impairment that is not obvious or is not acute, the affective behaviour of the doctor is essential for his satisfaction. Affective behaviour refers to the quality of the interaction with the patient as characterized by verbal and non-verbal empathy. The occupational physician is primarily approached as a counsellor and evaluated on his empathic qualities. • If an impairment is considered work-related because it is thought to be caused by working circumstances or to have an impact on the work ability, the positional behavioural aspects of the company physician as-part of his professional role become the predominant factor in workers' evaluation of the encounter. Positional aspects refer to situations in which the occupational physician transacts with the company to advocate a client's case in the company, or vice versa, to serve the company's interests in regard to the workers. Relevant questions in this role aspect are: to what extent is the occupational doctor able to influence management and to what extent and according to which procedure will the company be provided with personal information. In questions of work ability the occupational physician is mainly considered a mediator between the company and individual employees and evaluated on his influence within the company, perceived independence, devotion to moral standards and dedication to workers' interests. 9 The role aspects discerned require quite different abilities and should be applied when adequate. Also, workers themselves distinguish different aspects in the roles the occupational physician has to fulfil, as illustrated by the following quotation taken from the interviews: 'Do I trust him? . . . depends on why you go and see him.' relationship to management. From the workers' perspective the occupational physician as a mediator has to handle different, possibly conflicting interests and for that reason the worker may take a cautious and calculating approach to him. In the Role Differentiation Model, three role aspects of the professional role of the occupational physician were discerned: the role of expert, counsellor and mediator between company and individual worker. Each role aspect corresponds to a specific set of behavioural requirements. The basic assumption of the model is that the consultation processes the doctors have to perform in occupational health can be better understood and performed by discerning different role aspects. The Role Differentiation Model is a hypothetical model, constructed in an inductive way and based on data from a single country. It should be explored and tested in other situations. The model not only explains how workers evaluate the consultation processes, it is also helpful for organizing and teaching the consultation process in occupational health.
The consultation process, which has been called 'the central act in medicine' 1 and apparently is determined differently in occupational health than in curative medicine, urgently deserves more attention.
DISCUSSION AND CONCLUSIONS
Workers' evaluation of their encounter with the occupational physician in this study were somewhat variable. Evaluation was neither associated with the perceived affective behaviour of the occupational physician, as often demonstrated in field of the general practice, or with the general attitude towards him. The only significant association holding for the different types of encounters occurred with the variable 'meeting workers' expectations of the encounter'. The qualitative analysis suggests that workers have a greater variety of expectations of occupational physicians as compared with their expectations of general practitioners because the role of the occupational physician is more differentiated. This is mainly due to the role of mediator that results from the occupational physician's position in the enterprise and
